MISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH B63-0256845
CEPARTMENT OF RUBLIC HEALTH AND .mzl.r 1 8_&““ N 'mmm ;00.3'___._:@:"“': o 6688 STATE FILE NUMBER -

5O NOT WRITE .
GN THIS §TUB AMENDED

1. PLACE OF DEATH ) 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before

a. COUNTY ’ a. STATE b. COUNTY
: Missouri - St. Louis

b. C‘!"TRY {If outside corporate limits, give TOWMNSHIP only) Length of stay in-1b c. CITY . tnside Limits
- OR
- TOWN : ks
o St, LOUiS TOWN G ce Yet deli No D)

¢. FULL NAME OF (If NQT In hoapital, give focation, Inside Limit . ST : i i i
HOSPITAL OR J side Limits g R (fcanide, give location} Retida on Farm

. INSTWUTION  St, Anthony's Hospital |YelggNeD 4323 Rosewood Ave. YO Ne

3. NAME OF OECEASED Firat Mg = , -
(Type or print) 1odle Las 4 Dgg E Month Day Yeer
LOWISE M. . BAUM DEATH

5 - SEX 6. COLOR OR RACE 7. Mnrri-dﬁj' Never Married [J [|8. DATE OF BIRTH 9. AGE (last birthday) | IF UNDER | YEAR IF UNDER 24 HR
Widowed [, Diverced [ : ) Manths | Days | Hours Min.
Female White :

4/14/06 57

10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

during mast of waorking life, even if retired)
. At Home Florissant, Missouri Ue.S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME i4. NAME OF HUSBAND OR WIFE

Georpe L, LeHoullier vua%z Louise Fi William C, Baum
15. WAS DECEASED EVER.IN U.5. ARMED FORCES? 14, S AL SECURITY NO. . INFORMAN‘_!’ Address

{Yes, nﬁ or unknnwn)l {If yei, give war or dates of servi

————— William C, Baum 4323 Rosewo

VS 300
Rev. 4/59

admisaion)

DATE AMENDED

{

W

th
\\

o

@ |~
S

18. CAUSE OF DEATH (Enter only one cause per line Tor {a], (b, and (ch.  * INTERVAL BETWEEN

PART |.  DEATH WAS CAUSED BY: . ONSET AND DEATH
IMMEDIATE CAUSE (s} 7&2&1“% z»%u.q /& MHepipe?

- DOCUMENT

Conditions, if any, DUE TO (b) ﬁ AN DIHR. 9/ W ' @M st

wbigch gave rlult]o

above cause [u),

stating the under- 7

lying cause last. - DUE TO {<} / 0 *

PART 1l: OTHER SIGNIFICANT CONDITIONS CON‘IRIBUTING TO DEATH bui not releted 10 the terminegl PARY 111, If dacearsd war fomale was
disease tondition given in PART | (a) there a pregnancy in last 90 days.

I_Yn J_% o—[ O uUnknown

19, WAS AUTOPSY | 20a. ACCIDENT — SUICIDE  HOMICIDE 30b. DESCRIBE HOW INJURY OCCURRED, {Enfer nature of injury in PART I or PART I1 of item 18.)
PERFORMED? |m] [} O
YES[J NOfR

20c. TIWE OF  Houl  Month, Doy, .Year |
INJURY ©  am. - ‘
: p.m. -

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
(NSTEAD OF

MEDICAL CERTIFICATION

202. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ farm, factory, sireet, office bldg., elc.}
NOT WHILE AT WORK ]

. J A - -
21. | attended the deceased from P C)q .j j to nd last saw Hm,ulwn OW,«L
i 7 :45 AM. m on. the dste stated sbove, and to the best of my ¥ ledge, from the causes stated

Death occurred o,
22c. DATE S}

mﬂ 2% T i . L s W\ 6,265 3

732, BURIAL, CREMAFION, | Z3b, DATE” [ 23c. NAME OF CEMETERY OR CREMATORY ] 23d. LOCATION {Cityftown, or county) 7 (State)

Bun:?ovixt (Specify] 6727163 ' St. Louis Missouri

a
24. FUNERAL DIRECTOR ADDRESS ZS:Jle\ﬁ Rﬁ% BYm REG.

white-Mullen Mort, Ferguson Mo,

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NQ.




STATEMENT .BY LICENSED EMBALMER

| hereby certify that the body whose name is recarded on the reverse side of this certificate was embalmed by me,

or by : ' Student Embalmer No.

working under my personal supervision. .
Student, Signed@m"—_

Signature of Student Embalmer
Licensed Embalmer No JJ?;

.P O. Address j‘%@@jé W

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRIT|NG (FaiIuFe to comply
with the above consmutes grounds for revocation of license). . - -
If embatmed by ‘a STUDENT, he also shall sign in his OWN handwrmng
If tl:f'us body is not embalmed, fact should be so stated asbove.




